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INTRODUCTION
Non-Hodgkin lymphoma (NHL) is a group of histologically and biologically heterogeneous clonal malignant diseases arising from the lymphoid system. NHL constitute 4-5% of all cancers and are the sixth cause of death in this group [1, 2, 3] . In Europe and the USA, 85% of lymphomas are the B-cell type. They affect mainly lymph nodes, and the lymphatic organs (liver, spleen), but they can also occur primarily extra-nodularly. In the area of the head and neck they are located mainly in salivary glands, eyeballs, the nasopharynx, maxillary sinuses, and in some rare cases at the bottom of the oral cavity and lips [4, 2, 5] . Extranodular lymphoma are located often in gastrointestinal tract, primarily in the stomach [2, 4] .
Primary oral lymphomas account for less than 5% of oral malignant tumours and for about 1% of lymphomas as a whole [6] .
Non-Hodgkin lymphomas are classified using the World Health Organization (WHO) system based on the immunological and molecular characteristics of malignant lymphocytes [7] .
The main method of treatment of lymphomas, regardless of their primary location, is chemotherapy and radiotherapy [8, 4, 2] . Surgery is performed only for diagnostic purposes since it provides with material used in histological examination [4] . Occasionally, some in-situ and extra-nodal initial lesions are removed surgically (for example, from the thyroid, spleen) [9] . Varied clinical picture of lymphomas imitating inflammation often lead to misdiagnosis and consequently incorrect treatment. Thus, correct and instant implementation of chemo-or radiotherapy becomes the major factor which determines the patient's later fate.
CASE REPORT
A female aged 85 was referred to the Maxillofacial Surgery Department at the Medical University in Lublin by a prosthodontist with whom she had made an appointment to have her new complete upper denture made. Lesions of the palate mucosa had made the planned prosthetic procedure impossible. The lesion had been growing slowly and painlessly for several years. Some local anti-inflammatory treatment did not bring the expected therapeutic effect. The medical history of the patient included hypothyroidism and cataract surgery performed a year before.
On admission, the physical findings showed two ulcerations on the soft and hard palate mucosa with white and yellow coating which were moderately painful and bled after being touched. The larger lesion which measured approx. 1 cm in diameter was located on the left side of the soft palate and extended into the oedematous, inflammatory lesion on the palatoglossal arch ( Fig. 1, 2 ). The examination revealed bilateral, painful, moderately enlarged submandibular lymph nodes shifting to the skin and bottom of the nasal cavity. Surgical biopsy of the lesion was performed under 2% lignocaine local anaesthesia. Histological examination (No. 73462) showed a malignant neoplasm, presumably a lymphoma. Further immunohistochemical diagnosis determined a Diffuse large B-cell lymphoma (DLBCL-NOS-not otherwise specified) -LCA(+), CD20(+), BCL2(+), BCL6(+), MUM1(+), CD10(-), CD5(-), KI67(+++), labelling index -90%. Among additional examinations, a blood test was carried out to determine the level of TSH, FT3, FT4; they were within normal limits. A dental panoramic radiograph and computer tomography examination of the facial skeleton were carried out. The latter revealed thickening of the soft tissue of the palate and the bottom of the nasal cavity, hypertrophy of the inferior nasal concha and the mucosa of the nasal septum. The bone tissue of the hard palate and inferior nasal concha thinned with the occurrence of density reduction in the bone structure, pathological infiltration in soft tissues of the lower nasal septum and both nasal passages extending into the alveolar recess of the right maxillary sinus (Fig. 3) . Trephine biopsy was not ordered due to the patient's age and scarce usefulness of the examination in further treatment. The patient was referred to the St. Johns' Oncology Centre in Lublin to undergo local radiotherapy of the facial skeleton.
DISCUSSION
Primary oral lymphoma most commonly presents as a painless local mass that gradually increases in size with superficial ulceration. Clinical signs and symptoms of lymphoma of the paranasal sinuses include a mass in the nasal cavity, facial pain, paresthesia, sinusitis, nasal discharge, oedematous eyelids and proptosis of orbital invasion [5, 4] . The case was solely manifested by an ulceration. Limited-stage primary non-tonsillar oral Diffuse large B-cell lymphoma (DLBCL) is rare in non-HIV patients. Only 12 cases have been reported to date [10] . DLBCL may occur at all ages, but generally in patients more than 40 years of age. The median age of the patient in the presented case was 65 years (57-77years), and females accounted for 64% of the total [10] . In 50% of patients, DLBCL presents with localized stage. DLBCL is characterized by a diffuse pattern of proliferation of the relatively large cells. There are many histological subtypes of DLBCLs. Among them, DLBCL-NOS (not otherwise specified) subtype is characterized by pan-B markers (CD20+, CD 79a+), and a Ki67 labeling index less than 90% (Ki67 -more than 99% is typical for Burkitt lymphoma) [11] . Plasmablastic subtype of DLBCL is also a rare tumor, but it often occurs in the mouth, and is most common in human immunodeficiency virus (HIV)-positive males [12] . As a part of the diagnostic examinations a biopsy of the lymph node or extra-nodal mass, as well as imaging examinations (USG, CT, MR), are required. Histological diagnosis should be carried out by an expert haematopathologist. Extra-nodal DLBCLs, despite their subtypes, usually have a good prognosis. The percentage of 5-year survival is as high as 80% [5, 13] .
The literature presents some rare cases of extra-nodal lymphoma localized on the palate. A case of DLBCL in a 60-year-old male patient was manifested by a slightly painful ulcerated growth on the right maxillary alveolar ridge extending onto the palate. The patient was referred to the oncology department, where chemotherapy was administered. Unfortunately, he died after two cycles of the treatment [5] . Frei [3] presents a case of non-Hodgkin lymphoma in a 76-year-old male. There was an exophytic lesion in the region of the right hard and soft palate. Radiographic examination showed a massive thickening of the right sinus membrane and erosion of the lateral and basel cortical sinus walls in the right maxilla. Chung-Che Chang [14] illustrates a case of mantle cell lymphoma (MTL) atypically located on the hard palate. A more typical location for this type of lymphoma is the nasopharynx and Waldeyer's tonsillar ring. The lesion measured 5.0 × 3.0 × 2.0 cm, it had a soft, rubbery consistency, and a fairly uniform red-purple colouration. There was no ulceration. Immunohistochemical staining revealed that the malignant lymphocytes expressed CD20, CD5, CD43, Bcl-2,Bcl_1, but not CD10 or CD23 antigens.
Extra-nodal lymphomas are frequently not diagnosed because their symptoms are similar to many other diseases of inflammatory etiology. During differential diagnostics procedure all diseases which are characterized by lymphadenopathy, such as toxoplasmosis, mononucleosis, lymphadenitis, metastases and Hodgkin's disease, must be considered [2] . In the oral localisation of lymphoma, clinical lesions resemble gingivitis, epulis, vascular angiogranuloma, granuloma of pregnancy, drug-induced hypertrophy, tuberculosis, or lesions in AIDS. Proper treatment depends on the histological type and progression of the tumour. In extra-nodal lymphoma, surgical resection of the lesion and radiotherapy are used [2] . In aggressive lymphomas, combined local treatment with complementary or inductive radiotherapy or chemotherapy are applied [15, 16] . Similar clinical and radiological signs and symptoms, as well as results of laboratory tests in the case of head and neck lymphomas and inflammations, may result in late diagnosis which significantly deteriorates prognosis in the severe diseases.
CONCLUSIONS
1. In differentiation of pathological lesions on the head and neck, lymphomas should be considered. 2. Prior to prosthetic procedures, patients should be examined clinically and radiologically in order to exclude pathology of maxilla and maxillary sinuses. 3. With the lack of therapeutic progress in the treatment of inflammation of the oral cavity mucosa which last longer than 2 weeks, an in-depth general diagnostics should be applied. 4. Thorough multidisciplinary diagnosis of oral cavity mucosa diseases aids early diagnosis and rapid treatment of some proliferative disorders which manifest in the facial skeleton (such as lymphomas).
